There are two systems of compensation for personal injurythe weekly payment during disability and the lump sum, once-for-all payment. The lump sum payment is the one of which I have experience.
Such a payment has one great advantage. It provides the injured man with a strong incentive to return to work, for once he has received the money he knows that there is no more to come, whereas the man who receives periodical payments has an interest in seeing that those payments continue.
The lump sum payment, however, has two great disadvantages. One is that a man may spend the compensation on riotous living, and then rely upon social security benefits. I am sorry to say that that happens more times than I care to say. But the second and more serious disadvantage is that the compensation must be based upon the risk of what is going to happen in the future. I can best explain that by citing the example of a man who has lost one eye, and there is a danger that the other eye may be affected, either through sympathetic infection or by another accident, so that he may go blind. The law will award him £3,000, which is about the tariff sum. A man who does not subsequently have sympathetic infection of the other eye thus receives a large sum in respect of a risk which never eventuates. A man who subsequently goes blind, on the other hand, recovers an entirely inadequate compensation for what he has in fact suffered as a result of his injury.
That, I suppose, is the greatest weakness of the present system, although it is very difficult to suggest another unless we are prepared to review awards from time to time, and that would be rather hard on the defendants who would have to pay the money in future.
Compensation is divided into special damages and general damages. Special damages are the out-of-pocket expenses and loss of wages. The second categorygeneral damages for pain and suffering and loss of future earning capacityis much the most important item in almost every case. Judges and others who have to assess compensation are human. Being human, I am sure they tend to award more general damages to a man who returns to work at the earliest possible moment than to a man who makes the most of his injuries. In presenting a claim for an injured man, understatement is much more efficacious than over-statement. A case which appears to have been blown up, with every possible disability emphasized, receives short shrift, whilst a man who returns to work as-soon as possible and bears his misfortune with fortitude is likely to receive more generous damages than the scrimshanker! Secondly, no reputable or competent solicitor would ever advise a man to stay away from work until his claim is settled; it does not pay him to do so. Before the claim is settled it is necessary to know whether a man will make a complete recovery. However, to return to work as soon as possible is the best way of testing whether or not that position has arisen. 'Functional overlay': We often find in reports which we receive mention by doctors who have examined the man that he is suffering from 'functional overlay'. I have attempted a definition of this phrase: I think it means that when the injured man says that he has a pain in his back he is telling the truth, although the pain is a product of his imagination and will in all probability disappear once the compensation is paid. I wrote that before I heard Dr Sommerville speak and perhaps it is wrong. However, I think that most people who assess for compensation, when they are told by both doctors that there is functional overlay, are apt to assume that it is an odds-on chance that the pain will disappear when the compensation is paid. Thus, the judge will begin by valuing the pain actually suffered (although it is imaginary), after which he will add a sum representing the risk that the pain will persist after the money has been paid over. It may well be today that judges and others awarding compensation underestimate that risk. Some Impressions of a Regional Medical Officer A large part of the Regional Medical Officer's time is spent in functioning as an independent Medical Referee, on the question of capacity for work in insured persons who are referred by the Social Security local offices. Dr Connelly has already described something of the work of this part of the Department, which covers insured persons who are claiming, or are in receipt of, ordinary sickness benefit, and claimants who are receiving or claiming industrial injury benefit. Persons are also referred by the Department of Employment and Productivity in connexion with the Disablement Register, or their suitability for particular courses of retraining. The Supplementary Benefits Commission refers persons who are in receipt of supplementary benefit, and particular cases of long-term unemployment. Cases can also be referred directly by GPs, either for a second opinion on capacity for work or for an opinion with regard to alternative work or suitability for retraining.
The case papers for all persons referred are scrutinized by the Regional Medical Officer, along with a report which has been requested from the GP concerned and any documents available from previous examinations conducted by the Regional Medical Service. From the information contained in those various documents, a decision is made as to whether the patient will be summoned for examination. About one case in three so scrutinized is deemed incapable of work on the documentary evidence and not asked to attend for examination, but the Social Security local office handling the claim is advised of a suggested interval before resubmission if the insured person continues to be certified as incapable for that length of time.
The Regional Medical Service employs some fifty full-time Regional Medical Officers and 250 part-time Medical Referees in England; it is organized into six Divisions each with a Divisional Medical Officer in charge. Wales operates as a separate Division. In 1968 the Services in England and Wales dealt with nearly 700,000 references, of which just over 80,000 were from the Department of Employment and Productivity, and a little under 5,000 were made by GPs.
Every GP knows how often people seek a final certificate to restart work when a second opinion on their capacity for work is requested. A significant percentage of claimants sign off as fit for work as soon as they receive a notice telling them a second opinion in their case is being sought and 7% declare off benefit as fit for work on receipt of notification to attend for examination; however, it must of course be accepted that some of those who sign off benefit would have become fit for work at the time they did in the normal course of events.
Of those summoned for examination, 28% fail to attend. Of those who do attend for examination over England as a whole, about 25 % are considered by the examining doctor to be not incapable of work. This has been a remarkably consistent figure throughout the years. Seven per cent of those examined are considered to be incapable of normal occupation, but not incapable of suitable alternative work. The remainder, some two-thirds of those examined, are considered to be incapable of their normal occupation or any other work and a suggested period for re-reference is made, allowing adequate time for the resumption of normal working capacity. Not infrequently one sees a man who has been rightly certified as incapable over a prolonged period and has drifted so long that only a major salvage operation will restore him to working capacity.
It is important to stress that the opinion expressed by the examining medical officer is no more than a personal opinion, and not in any way binding upon the GP concerned; but in fact, in the overwhelming majority of cases the GP agrees.
The existence of the Regional Medical Service as a machinery for independent second opinions is therefore a factor influencing the duration of incapacity in industry. In a number of those examined and found to be incapable of work at the time a recommendation is made that a course at an industrial rehabilitation unit (IRU) of the Department of Employment and Productivity would be useful as a reconditioning procedure before resuming work, acting as a catalyst to restoration of working capacity. In addition, some persons, thought incapable of returning to their normal work but capable of alternative work, are recommended for a-period of reconditioning and reassessment at an IRU. On such occasions a functional case chart, outlining the disablements found and containing recommendations for and factors affecting physical and mental suitability for work, is completed at the time of the examination. These records of functional capacity are sent to the GP who has overall responsibility for the case, and the Social Security local office which in turn passes a copy to the disablement resettlement officer (DRO) at the employment exchange. We attempt by this procedure to guide the DRO and perhaps the IRU towards the likely occupational conditions, and the type of work in which this person may be gainfully and productively employed in the future. Of the persons entering the IRU at Leeds, for example, a recent set of figures show that 53% were recommended by the Regional Medical Service.
As another aspect of his duties, the Regional Medical Officer every week carries out routine visits to GPs in his region to discuss matters of mutual interest to the Department and the GP. During such discussions, one topic is certification; certainly few doctors seem to find that this presents any serious problems, but in recent visits I have met a number of GPs who now frankly say that they regard incapacity for work as a permissive state. A certificate of incapacity is virtually given on request. These and other GPs state that it is often difficult to get people back to work; the family doctor's relationship with his patient is essentially based on mutual trust and it is far from easy to disagree with a patient who considers himself unfit to work without damaging this relationship. A final certificate is therefore rarely issued unless the patient agrees, especially when the pressure of work is great, as in an influenza epidemic. Some GPs put a closely related point when they tell me they are not in the habit of issuing a final certificate until requested to do so by the patient, because they fear a confrontation. They take the attitude that the patient has a sanction over them but they have no similar sanction over the patient. There is machinery for a patient to lodge a formal complaint against his doctor, but none for the doctor to lodge any complaint against the patient. They feel it easier to leave the control to the Social Security organization. This organization does a great deal through its control system to check on short claims made by those suspected of being malingerers and also to check on claims which seem to be unnecessarily prolongedand this is where the Regional Medical Service has its biggest part to play. But with the best will in the world the Social Security organization cannot hope to catch up with every person who is claiming when he perhaps ought not to be. They do and must rely on the medical certificates given by GPs as prima facie evidence of incapacity for work. Discussions with GPs and contact with insured persons at medical examination centres have suggested some of the factors which do lead to claims being unnecessarily prolonged. They suggest that careful certification by GPs leads to an improvement in the position. My impression is that doctors vary greatly in the amount of control of certification they feel able to exert, and the extent to which they are dictated to in this respect by patients. I quite often see at medical examination centres men with large families and a poor work record. The fact that, after allowing for the expenses connected with work, including their insurance stamp and perhaps tax, some of them are almost as well off on benefit as at work, has, it seems to me, contributed to a reluctance to go back to work in a proportion of these cases. In addition, patients who have been off work three or four days with a minor ailment tell their doctor that although they may be recovered and no longer incapable of work, they would be at a financial disadvantage were they to return to work before a requisite number of days have elapsed.
Another financial incentive to prolongation of incapacity can be the payment of injury benefit to married women. These married women are perhaps not entitled to ordinary sickness benefit, but if off work due to an accepted injury they receive full injury benefit rates often higher than their weekly wage. I have found that it is not appreciated by all GPs that married women may receive no benefit if off work through illness, but are entitled to benefit if they have suffered an injury at work. In one quarter of 1969, out of 4,540 injury benefit references in females, 15% (700) were deemed incapable without examination; of those summoned, 12-5 % declared off and 27% failed to attend. Fifty-one per cent of female injury benefit references actually examined were considered to be not incapable of work; and 43 % of male injury benefit references produced the same opinion. Perhaps the married woman who is off work can busy herself in the house with some domestic occupation. She may enjoy being at home for a while, and does not have too much of a conscience about it because she is not idle. 1 was recently told by such a patient: 'I must confess that my leg is really recovered and I've only got to finish the kitchen ceiling and then I shall get back to my other work.'
In such cases a financial incentive stands out. There is, however, a fascinating group in whom the incentives are not at all clear. In fact, in this group the word disincentive is more appropriate. I refer to the unfortunate people who suffer from inadequate personality, often accompanied by an emotional instability. They may not be aware of the nature of their inadequacy or of the pressures that play upon them, and often they long to be useful members of the working community. They are inhibited by social and psychological components which they are unable to rationalize. They have difficulty in formulating any insight. Their inhibitions are such that they feel incapable of sustaining themselves at work. It is among this group that many people characterized as malingerers may be found. The use of this term implies that the way to get them back to work is to apply some kind of sanction; in some cases this might be effective, but I think only in a minority, and it is very difficult to identify these. Here lies a challenging field of investigation for the psychiatric social worker and the case worker.
A further cause of prolongation of incapacily occurs where the worker is attending at a physiotherapy department, but receiving certificates of incapacity regularly from his own GP. There may be no communication between the GP and the physiotherapy department. The patient is in the middle, shuttling between one agency for treatment and another for certificates of incapacity. One suspects that some physiotherapy departments continue treating until the patient defaults and the GP continues issuing certificates of incapacity as long as he thinks the patient is attending for physiotherapy; it is of course difficult for him to do otherwise. When GPs are requested to furnish clinical details of cases in which they are certifying incapacity, they are invited and encouraged to give us sight of any hospital or specialist reports which they may have with a bearing on the case; very often (especially in orthopeadic and psychiatric cases) a consultant's letter of some months back is submitted where the view has been expressed that the patient may resume work; or again a recent letter expressing surprise that the patient has not yet resumed work. It is obvious from these cases and from discussion with GPs that they are in some doubt about signing a man off if he still has a subsequent hospital appointment, or if they are not sure if the patient is still attending. This kind of situation would occur less often if consultants were to express an opinion about the man's working capacity when sending reports to the GP. I have been told by an insured person that he was still off work because he hadn't had his thirteen weeks yet. He was entitled to it, he said. It was down in black and white in his conditions of service with his employers and he quoted: 'entitled to thirteen weeks full pay, followed by thirteen weeks half-pay sick leave in any twelve months period.' Insured persons may say, when seen at medical examination centres that they feel quite well and do not understand why they are still off work but that their doctor gives them a further medical certificate each time they attend at his surgery. They do not understand why, and there is clearly a failure of communication between patient and doctor. There is the simple psychological fact that many people will feel unfit for work so long as they continue to be certified as such, and yet feel much better once they are in possession of documentary evidence that they have recovered and are able to resume working.
Failure ofcommunication can contribute to the prolongation of incapacity in another group of cases. I refer to the psychiatric case where a mild anxiety state or a mild depression is improving. Such a patient will often say at medical examination that he is feeling much better, that he would like to be back at work and feels his condition will be improved as soon as he returns to work, but that the question of returning to work has never been raised at interview with either the psychiatrist or the GP. Whether it be that the psychiatrist or the GP thinks or does not think him able yet to return to work, there is surely a failure of communication here; the patient is uncertain of his condition and prognosis, and this distorts his insight and militates against his recovery.
In conclusion, I have concentrated on circumstances where incapacity seems to be prolonged unnecessarily. My work naturally brings me into contact with this kind of case, but does not enable me to judge what proportion they form of all absences from work due to sickness or injury. 
Duration of Recovery from Minor Injuries
The information which I shall present to you was obtained by the completion of a rubber-stamped 'form' which is placed on the notes of all new patients attending trauma clinics at Buckland Hospital, Dover (Fig 1) . The diagnosis is at the top, then arm dominance is recorded, followed by the occupation. The idea is that the surgeon who is conducting the clinic then guesses how long it will be before the patient returns to work. He records this in the left column. If resettlement is likely to be needed he informs the disablement resettlement officer at the outset. When the patient is discharged the right column, showing how long it really took, is completed.
It was necessary to study 451 sets of notes to find 100 cases of minor injury (i.e. not entailing admission) involving the working population. The cases excluded were of injuries to children, retired people, housewives, and those whose notes were inadequate. There are obviously many sources of error in a survey of this type and no statistical analysis has been carried out on this small series. Nevertheless, I feel that some light is thrown on today's problem by the results. What I hope to illustrate is that national trends and overall impressions can be confirmed microcosmically and that close scrutiny of individual case histories reveals causes of absenteeism recognizable in human terms.
Results
We found that our guess was right within a day or two in 51% of cases, that 32% of people stayed off work longer than we forecast and that 17% went back sooner than we thought they would.
We then employed a crude statistical device, subtracting the 17% (which will include our inaccuracies together with those who returned to work before it was clinically 'right' to do so) from the 32%; this left 15% of patients who, after allowing a generous margin for error, took longer to go back to work than we thought they 
